Objectives: Intrauterine device (IUD) is a widely used reversible contraceptive method worldwide. Routinely, it is inserted at 6 weeks after delivery. Post-placental insertion (within 48 hours of child birth) has been described recently to improve its uptake. This study aimed to compare the retention rate of intra uterine copper (Copper T) device between post-placental and interval insertion (6 weeks after childbirth). Methods: A randomised control study was carried out in two hospitals in Sri Lanka. All consented women were randomly allocated for post-placental or interval period insertion of the IUD. An ultrasound evaluations was done after insertion to measure distance between IUD and the internal os. Six weeks after insertion a clinical evaluation was done to elicit a history of fever, abnormal vaginal discharge or expulsion of the device. A further ultrasound evaluation was also done to confirm presence and location of the IUD. Results: The study included 77 and 63 participants in the post placental and interval groups respectively. Expulsion within 6 weeks was seen in 7 of 77 (9.0%; 95% CI, 4.4 to 17.6) in post-placental and 7 of 63 (11.1%; 95% CI 5.5-21.2) in interval group respectively (P=0.78). Mean distance from lower end of the device to the internal os at insertion was significantly low among subjects who had IUD expulsion (mean length difference between successful and fallen 12.4 mm 95% CI -4.3 to 29.1, P=0.14; mean length in interval group -9.04 mm 95% CI -4.23 to 22.31, P=0.18). Conclusions: Expulsion rate of IUD was not significantly higher with post-placental compared with interval placement. Ultrasound can be used effectively to guide the retention of an IUD after both post-placental and interval insertions.
OP03.05
Ovarian response to the gonadotropins during IVF or ICSI cycles in patients with presence of deep infiltrating endometriosis based on ultrasonography Objectives: To compare the ovarian response to the gonadotropins in patients with deep infiltrating endometriosis based on ultrasonography (US) with or without previous ovarian surgery for endometrioma. We also compared these responses in unexplained, DOR (diminished ovarian reserve), male, and tubal infertility groups. Methods: 302 patients (719 cycles) submitted to IVF or ICSI cycles were divided in 5 groups on the basis of diagnosis: 1) 50 patients (n=88 cycles) with endometriosis [divided in patients with deep infiltrating endometriosis based on US with (group 1A, n: 22 patients, 50 cycles) or without previous ovarian surgery for endometrioma (group 1B, 28 patients, 38 cycles); 2) 56 patients (280 cycles) with unexplained infertility; 3) 69 patients (128 cycles) with DOR; 4) 94 patients (162 cycles) with male infertility; 5) 33 patients (61 cycles) with tubal infertility. We compared the units of gonadotropins administered, number of follicle >16 mm, estradiol levels and ultrasonographic endometrial thickness at hCG day administration, oocytes recruited, the rate of cancellation due to inaccessible ovaries and a poor outcome response defined as number of follicle ≤2 at hCG administration day or no recovery of oocytes at pick-up.
Results:
We observed that patients of group 1B have less poor outcome (35% vs 59%; p = 0.05) and more follicle (4.7±3.4 vs 2.3±2.1; p=0.002) in comparison with patients of group 1A. The group 1B was also similar in term of poor outcome and number of follicles with cycles of patients with unexplained, male, and tubal infertility but better to patients with DOR (p= 0.003 and 0.002, respectively). On the contrary patients of group 1A are similar to DOR patients for poor outcome and number of follicle. The rate of inaccessible ovaries is higher group 1A and B.
Conclusions:
The presence of deep endometriosis evaluated using US without previous ovarian surgery for endometrioma do not seem reduce the ovarian response to the gonadotropins during IVF and ICSI.
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HyCoSy by using the new ultrasound contrast agent lignosal (mixture of 2% lignocaine jelly and saline) for the evaluation of tubal patency N. Chegondi 1 , S. Gopi
